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MD“Everyone is going to die; you just don’t want to die of something stupid.”
dKenneth H. Cooper, MD
everal years ago I had the opportunity to meet with Ken Cooper, the renowned
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dumb.Sfounder of the Cooper Clinic in Dallas. Dr. Cooper signiﬁcantly impacted preventivemedicine, and even the American lifestyle, when he coined the term “aerobics” with
publication of the book of the same name. He subsequently founded the Cooper Institute
that provided a rich database from which has come much scientiﬁc evidence of the beneﬁt of
a healthy lifestyle. While touring the clinic, Dr. Cooper told me of one of its overriding
principles: don’t die of something stupid. I have found this simple concept to be extremely
relevant to a number of my cardiovascular activities.
When rounding on the hospital cardiology service recently I saw a generally active and
healthy 70-ish–year-old man who was being treated for an infected implantable cardioverter-
deﬁbrillator (ICD). On at least one occasion the device had been documented to ﬁre
appropriately to terminate a potentially fatal ventricular arrhythmia. The infected deﬁbril-
lator had been removed, and plans were being made to re-implant a new unit. However, the
patient unexpectedly announced that he did not want a replacement, and refused any
additional procedures. The housestaff appealed to him on an intellectual basis, reviewing the
potentially fatal arrhythmia from which he was saved by the deﬁbrillator. They stressed the
implications of having another arrhythmia in the absence of an ICD. When that failed to
change his mind, I tried the personal one-on-one approach of an experienced, gray-haired
physician counseling a thoughtful patient. I appealed to his sense of surviving for his family
and loved ones and, in the only argument that gave him pause, indicated that he could die of
something dumb. However, the patient continued to refuse another ICD.
The above experience is clearly not unique, nor unfortunately is it extremely rare. This patient
was declining a potentially lifesaving intervention and, if he died of a ventricular arrhythmia,
could be said to have died of “something stupid.” Similar situations occur evenmore often in the
setting of major surgical procedures. In some cases, such decisions may be related to the lack of
understanding of the condition or the beneﬁt of treatment by the patient. However, in my
experience, more often the patient fully understands the possible consequences and is willing to
accept them.Often they say something like “whenmynumber’s up, it’s up,”or as in the case of this
patient, “Godwill decidewhen I should go.”Presentations of facts or appeals to logic typically are
of little value in changing decisions, and even emotional approaches are infrequently successful.
Patients who refuse potentially lifesaving procedures represent one example of the
potential to die of something stupid. In my experience, such cases are among the most
frustrating events that we physicians encounter. Often we spend hours of effort and lots of
money to try to prolong the survival of patients who have only a limited quality of life. To
have a patient with a good quality of life decline a procedure that can easily and cost-
effectively prolong that life screams of being irrational, and dilutes the beneﬁts of our other
efforts. I have rarely felt as helpless as I have in such situations.
A quite different form of dying of something stupid exists in regard to preventive
cardiology. While we have not identiﬁed all the underlying causes of atherosclerosis,
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2486myocardial infarction, or stroke, we do know many of the
most important predisposing risk factors. Many of the risk
factors are modiﬁable by merely assuming a more hygienic
lifestyle, such as eliminating smoking and adhering to proper
diet, weight, and exercise regimen. In addition, we have
effective treatments for some of the most powerful risk
factors, such as hypertension and hypercholesterolemia, and
data document the ability to prolong survival with such
therapies. It has been estimated that control of the known
risk factors could potentially reduce heart attacks and strokes
by nearly 80%. Therefore, if someone dies of a myocardial
infarction or stroke because they are smokers or have
untreated elevated blood pressure or lipids, that is just dumb.
Dying of heart attack or stroke due to failure to employ
preventive measures differs in some respects from the refusal
to accept lifesaving interventions.To beginwith, the beneﬁt of
preventive measures usually is realized many years after they
are initiated and is not as direct. As a corollary, there is little
immediate price to pay for not pursuing risk reduction
measures before or often even during middle age. Decreasing
the odds ratio of atherosclerosis involves taking multiple
actions rather than one major intervention. In addition, the
beneﬁt of risk reduction may be graduated; a little risk
reduction produces a little beneﬁt while more begets more.
Therefore, the relationship between morbidity and mortality
and the abolition of factors predisposing to heart attack and
stroke is much less direct and apparent for individuals.
Nevertheless, the likelihood of myocardial infarction or stroke
is nearly as high for untreated overweight, hypertensive,
hypercholesterolemic, sedentary smokers as death is for
patients with many life-threatening disorders. Although such
a condition could not, strictly speaking, be called self-induced,
the behavior of the individual is certainly requisite to its
existence. Therefore, any mortality that resulted from the
foregoing untreated constellation of factors would have to be
considered inane.
As cardiologists, we are challenged to convince the public
of the folly of allowing cardiovascular risk factors to go
unmodiﬁed. This is not easy to do, especially when an
individual feels perfectly well and is exposed to an envi-
ronment where unhealthy behavior is common. Therefore,
at least for me, there is a deﬁnite frustration in seeingpatients with multiple unaddressed cardiovascular risk
factors, especially after the appearance of disease. I often tell
such patients that there is little that I can do for them that is
good that will offset all they are doing for themselves that
is bad.
National programs, such as the Million Hearts and the
Simple Seven of the American Heart Association, are
aggressively seeking to promote prevention by applying
measures of proven efﬁcacy to decrease cardiovascular events.
However, we as physicians still have the best chance to effect
a change in behavior when seeing patients in our ofﬁces. In
this regard, reports of the failure to apply therapies of proven
efﬁcacy in patients with clear indications are especially
disconcerting. The decline in heart attacks and strokes that
are being sought by the national programs will depend both
upon patients being screened and adhering to care and upon
physicians aggressively pursuing the reduction of risk factors.
Sometime after talking to Ken Cooper, I was seated with
a gastroenterologist at a social affair. We talked about
a colleague of mine that had just undergone surgery for colon
cancer. The gastroenterologist commented that my colleague
was really dumb, since colon cancer was largely preventable by
prophylactic colonoscopy. It made a huge impression on me,
since I was over 50 and had not yet had the procedure myself.
I wondered: should I develop colon cancer, would I feel worse
because of contracting the disease or because of not having
taken logical steps to avoid it. Since that time I have used the
universal desire to not appear unintelligent to try and convince
my patients to take steps that will improve their health.
Whether confronted with the possible frustration of patients
who were refusing potentially lifesaving therapy or those
neglecting cardiovascular risk factors, my admonition has
usually been the same. I remind them that everyone has to die,
and caution them not to die of something stupid.Address for correspondence to:
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